T he Blalock-Taussig (BT) was first introduced in 1945 1,2 as a palliative treatment for blue babies, and since then it has been utilized as a safe, reliable, and effective means of increasing pulmonary blood flow for babies with cyanotic heart conditions in which a primary corrective surgery was not possible. The size of the modified BT shunt (MBTS) influences hemodynamics after the Norwood procedure. 4 Excess pulmonary to systemic blood flow ratio (Qp/ Qs) correlates with hemodynamic instability and mortality after a modified Norwood procedure. Studies suggest that a maximal oxygen delivery occurs at a Qp/ The short-and long-term effect of BlalockTaussig shunt size on the outcome after first palliative surgery for cyanotic heart diseases Raja Abou Elella, Neil Umereta, Ismail Alabari, Mamdouh Al Ahmadi, Abdullah Al Wadai Background and oBjectives: The Blalock-Taussig (BT) shunt is regarded a safe and effective means increasing pulmonary blood flow for cyanotic heart conditions. The evaluation of shunt size for postoperative hemodynamics and until second-stage palliation remains difficult. Our objective is to compare the effect of different shunt sizes on short-and long-term outcomes after a BT shunt surgery. design and settings: This is a retrospective review in a tertiary care hospital.
Qs of around 1. The use of a rather small MBTS is believed to achieve this goal. However, an optimal MBTS size with respect to postoperative hemodynamics remains unclear. 4 Several studies have convincingly shown the growth of the pulmonary artery (PA) after an MBTS. 3, 4 However, others have noted a significant PA distortion in neonates undergoing this procedure. [5] [6] [7] The evaluation of shunt size for good postoperative hemodynamics at every time point until the second-stage palliation remains difficult. With a drop in pulmonary vascular resistance, a formerly adequately sized shunt may become too large. There is very little published work with a special reference to the size of the MBTS. 4 Our objective was to compare the effect of different shunt sizes on short-and long-term outcomes after a BT shunt surgery. We decided to review our experience aiming to find whether this would have a significant impact on the outcome of this group of patients.
Methods

Patients
Institutional review board approval and waiver of consent were obtained. Then a nonrandomized retrospective review was performed on all patients who underwent BT shunt surgery at our Heart Center (HC) from January 01, 2007-January 01, 2010.
Patients who underwent a BT shunt surgery were identified for inclusion in the study through the HC Apollo Database.
Exclusion Criteria
We excluded patients who underwent a BT shunt surgery with the shunt size of 4 mm, whose body weight was more than or equal to 4 kg, and who underwent Norwood procedure.
Patients included in the study were divided into the following 2 groups based on the BT shunt size they had: Group A, with a BT shunt size of 3.5 mm and Group B, with a BT shunt size of 4 mm and their body weight was less than 4 kg; this was to eliminate the effect of having higher weight on the shunt size selection.
The 2 groups were compared for both short-and long-term outcomes. We pre-defined the short-term outcomes as follows: intensive care unit (ICU) course during the first 48 hours after surgery (analyzing mean blood pressure, diastolic blood pressure [DBP] , lactic acid level, and duration of inotropic support), ICU and hospital stay, and mortality during the same hospital admission. The long-term outcomes were defined as follows: the size of branch PA and Z-score prior to the second-stage surgery and requirement for PAs augmentation with the second-stage surgery.
Patients were followed up till their next-stage surgery, which was on average about 4 to 5 months after their BT shunt surgery.
Data collection
Information on patient demographics, diagnosis, type(s) of procedure(s), hospital complications, and long-term outcomes were gathered from medical records and hospital electronic system. All data were collected into a pre-designed data collection form specific for the study.
Statistical Analysis
Statistical analysis was performed using SPSS, version 12.0 (SPSS, Inc., Chicago, IL USA). Comparisons between groups were made using a 2-tailed Student t test and Fisher exact test as indicated. All statistics were reported as mean (standard deviation [SD] ) unless otherwise indicated. A probability value of less than.05 was considered significant.
results
The total number of patients who underwent a BT shunt surgery and weighed less than 4 kg during the study period was 69. A total of 29 patients (42%) had a shunt of 3.5 mm (16 [55%] of them were males), and 40 patients (58%) had a shunt of 4 mm (20 [50%] of them were males). The cardiac diagnosis for both groups was comparable as shown in Table 1 .
The mean (SD) age and weight of Group A were 3.3 (3) weeks and 2.8 (0.6) kg (ranging between 1.8 and 3.9 kg), respectively, and those for Group B were 5.5 (5.4) weeks and 3.2 (0.5) kg (ranging between 2.1 and 3.9 kg), respectively, with a P value .05 for the mean age and .0004 for the mean weight. The demographic data and surgical approach for both groups are shown in Table 2 with no significant difference between both groups.
The 2 groups were compared for the mean arterial pressure (MAP), DBP, and lactic acid levels during the first 48 hours after their BT shunt surgery, as shown in Table 3 . Although there was a trend of significant difference between both groups for the MAP, yet there was no significant difference over their follow-up course in the mean values for DBP and lactate levels.
Group A patients required a longer duration of inotropic support and more days on mechanical ventilation when compared with Group B, with P values of .03 and .001, respectively. There was no statistical significant difference in the ICU and hospital stay as shown in Table  4 . Additionally, the mortality rate was 10% (3/29 patients) in Group A and 5% in Group B (2/40 patients) with a P value of .4, which was not statistically significant.
As regards the long-term outcome, we compared the difference in the mean (SD) size of right pulmonary artery (RPA) before the BT shunt surgery with that of pre-second stage surgery in the same group; for Group A, the values were 3.4 (1.9) and 4 (1.3), respectively, with a statistically non-significant P value of .1; however, for Group B, the values were 4.1 (1) and 5.8 (1.9), respectively, with a statistically significant P value of .0001. On comparing both groups prior to the secondstage surgery, the mean (SD) of RPA size for Group A was 4 (1.3) mm and that for Group B was 5.8 (1.9) mm, with a P value of .0001 (Table 5) .
A total of 26 patients survived till the second-stage surgery of which 6 patients (23%) required PAs augmentation, whereas 35 patients survived in Group B and only 4 (11%) of them required PAs augmentation, with a P value of .02.
discussion
The evaluation of shunt size for favorable short-and long-term outcomes at every time point until the second-stage palliation remains difficult. In our center, most surgeons would ligate the patent ductus arteriosus (PDA) and use either an MBTS of 3.5 mm or that of 4 mm in a neonate, according to the surgeon' s preference together with the patient' s body weight and anatomy. We decided to compare the patients with matching cardiac diagnosis who underwent MBTS and dividEDthem into 2 groups based on the MBTS size they got: first, with an MBTS shunt size of 3.5 mm and second, with an MBTS shunt size of 4 mm. The postoperative hemodynamic status in patients with large shunts was overall better, mirrored by shorter duration of inotropic support, and fewer days on mechanical ventilation. Our findings matched what was found by Joachim and colleagues, 4 who concluded that in Norwood patients, postoperative hemodynamic status in patients with large shunts was better. It was reported by Sanjeeva and colleagues 3 that using a shunt of 3.5 mm has helped to a great extent in decreasing the possibility of overshunting, and the postoperative course of patients with shunts of 3.5 mm may be smoother than those with larger shunts because over-shunting may be reduced; however, in our series this was not obvious as there were no significant differences between the 2 groups for serial measurement of DBP and lactic acid levels that were used as parameters to assess over-shunting during the first 48 hours after surgery. Additionally, our series did not show any significant difference neither in ICU and hospital stay, nor in mortality between both groups. The trend of the mortality was higher in the smaller shunt (10% versus 5% in the group with larger shunt) even though both groups were comparable for primary cardiac lesions and surgical approaches. The hospital mortality rate reported in some studies was observed as follows: 8% of patients in the group using larger shunts and 32% in the group preferring smaller shunts, 8 while the overall hospital mortality for BT shunt in another series was reported as 10.9%. 3 Failure to achieve an adequate PA growth is a major obstacle for patients with cyanotic congenital heart disease, especially those who are going for single-ventricle palliation with Glenn and Fonatan procedure that required a good PA size. However, the effect of the shunt on the PAs remains controversial, especially with regard to distortion and stenosis, 9 which might increase morbidity and mortality in a subsequent corrective surgery. 10 However, Marjan and colleagues 11 showed an equal growth of the RPA and left pulmonary artery (LPA) with no distortion after an MBTS. It was even reported that percutaneous PDA stenting is as effective as MBTS in promoting a global PA growth in congenital heart disease with duct-dependent pulmonary circulation. In addition, it ensures an even distribution of the pulmonary blood flow, thereby promoting a more balanced pulmonary vascular development than MBTS. 12 In another study by Bove and colleagues, 13 no PA distortion was observed in the 32 patients who had angiographic follow-up. Another study by Anjan and colleagues 14 concluded that in the absence of antegrade pulmonary blood flow, an MBTS to the main PA may promote a more uniform branch PA growth.
In our series, there was an increase in the pulmonary artery size on both sides after the shunt surgery (yet we only analyzed the RPA due to incomplete data for the LPA) together with an increase in the mean RPA size that correlates with using a bigger shunt size with a statistically significant difference. It was reported that even perfect shunts might result in unbalanced development of the central pulmonary vessels, with a preferential growth of the ipsilateral or contralateral PA. 10 On the contrary, the BT shunt surgery can be performed with a low risk, offers excellent palliation, and is associated with an excellent PA growth, 11, 15 and this goes in line with our findings.
However, the mean PA pressure was higher in the bigger shunt group, which may be explained by more pulmonary blood flow going through the bigger shunt, but interestingly enough this difference did not significantly affect the second-stage surgery.
Limitations of the study: We are fully aware that this is a retrospective, nonrandomized study, and that the 2 groups of patients are not completely homogeneous in terms of age and weight. And as the sample size is small, this might over-reflect the analysis.
In conclusion, data suggest that smaller shunt size may have a trend toward higher morbidity. Bigger shunt size does not necessairly lead to stealing phenomena and its consequnces and can be performed with a low risk leading to better growth of branch PAs.
